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Balancing Risks and Values ys 


by James E. Perkins, M.D. 
Managing Director, National Tuberculosis Association 


Our personal lives are a continuous series of actions 
based upon decisions made after more or less careful 
consideration of the relative risks and values involved. 
Thus, we continue to step into bathtubs, descend steps, 
ride in autos, fly in planes—and walk across Broadway ! 

These, however, are personal decisions made by our- 
selves and which, for the most part, affect only ourselves 
(or survivors). 

Practicing physicians have even more serious de- 
cisions to make. There is practically no diagnostic pro- 
cedure, drug, or physical method of treatment which 
does not entail some risk—usually negligible, sometimes 
potentially harmful only to the rare allergic person, but 
occasionally definitely constituting a dangerous pro- 
cedure which nevertheless still is indicated because of the 
presence of a still more dangerous condition seriously 
threatening life itself. Here the decision vitally affects 
someone other than the person making the decision and 
thus carries with it a proportionately greater degree of 
responsibility. No wonder physicians have poor records 
with regard to stomach ulcers and coronary heart dis- 
ease! 

As to physicians in public health work, they are often 
faced with decisions which affect vitally inhabitants of a 
whole county, city, state, or even the entire country. 
Probably the only reason their ulcer and coronary rates 
do not shoot off the top of the chart is their common 
practice of sharing the making of major decisions with 
others, such as a board of health, an advisory committee 
of experts, or an executive committee or board of direc- 
tors, in the case of a voluntary health agency. 

During this past year, several groups have wrestled 
with the pros and cons of subjects of special interest to 
workers in the tuberculosis and respiratory disease fields. 
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After these groups have attempted to balance the risks 
and values involved, they have come forth with certain 
conclusions and recommendations which they believe to 
be the most sound in the light of current knowledge. 
Two of the areas which have been explored in this man- 
ner this past year of particular interest to tuberculosi 
workers are radiation effects and BCG. 

With regard to radiation effects and their relationship 
to the taking of chest X-rays, two major statements 1ave 
been released within the past two months: one by the 
United States Public Health Service, and one by the 
medical section of the National Tuberculosis Association, 
the American Trudeau Society. These two statemen 
are in substantial agreement. Both groups conclude 
that the benefits of chest X-raying ordinarily outweig 
the potential dangers, but stress the importance of expe 
checking of the X-ray equipment to eliminate unneces- 
sary and scattered radiation, of the operation of X-ray; 
machines by properly trained personnel, and of giving 
priority in chest X-ray screening programs to groups of 
individuals most likely to yield significant numbers of 
pathological conditions. 

With regard to BCG vaccine, here again two state- 
ments have been released within this past year—one by 
the Research Foundation of Chicago and one by the 
United States Public Health Service, each based upon 
recommendations of an advisory committee. The Re 
search Foundation of Chicago is really primarily a 


voluntary agency to promote the more widespread use 
of BCG. It is understandable, therefore, that the tone of 
the report from the Research Foundation gives the im- 
pression that there is room for a much more widespread 
use of BCG than at the present time; whereas, the state- 
ment from the U. S. Public (Continued on page 15) 
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Responsibilities of the BOARD / 


While specific problems within a tuberculosis 


association may vary at the local, the state, and 


the national level, the essential responsibilities 


of the board member remain the same 


You have accepted a position as a 
doard member of a tuberculosis associ- 
ation. You will find that much has been 
said and written about your role. Do 
not get lost or let the mass of material 
confuse or frighten you; take it a little 
at a time and digest it slowly. The liter- 
ature about tuberculosis published by 
both the local associations and the Na- 
tional Tuberculosis Association is most 
helpful. Also, many people, both pro- 
fessional and volunteer workers, will 
be very willing to help you get ac- 
quainted with your new position. 


Serving the Stockholders 


It is essential that you clearly under- 
stand that you have accepted the re- 
sponsibility of protecting and working 
for the interest of the stockholders of 
the corporation. In our case, these 
stockholders are the public who buy 
Christmas Seals and annually pledge 
their support in the fight against tuber- 
culosis. It makes little difference 
whether you are serving on the local, 
the state, or the national level. The 
responsibility is the same, and you are 
serving the same stockholders. You 
are simply looking at the problem from 
a different angle. 

Let us examine some of the ways 
that can help you be true to the public 
trust. Plan to attend all meetings. This 
is a very simple but necessary matter. 
The best-informed person, with all the 
ability and influence in the world, will 
be of no value to an association if he 
does not attend the meetings. If you 
plan to go to meetings only when things 
are running smoothly and to avoid the 


meetings where the going is rough, or 
controversial things are to be discussed, 
you had better not accept the position. 
If you are absent from a meeting, 
abide by the decisions made there by 
your fellow board members. It is so 
easy to say, “But it was passed at a 
meeting I couldn’t attend and I don’t 
agree with the decision.” This is no 
excuse to either yourself or the public 
you represent. 

Study and make every effort to pre- 
pare yourself for your job. The litera- 
ture prepared by your local, state, and 
national offices gives you insight into 
many factors of the tuberculosis prob- 
lem. Here you gain the broad picture 
of the problem, and this broad view is 
very important. Although you may rep- 
resent only a small segment of the 
whole, you are a member of a national 
organization that must work as a team 
to achieve the best results. Read not 
only the literature published by the 
tuberculosis associations but also arti- 
cles concerning the subject in the popu- 
lar press, to gain the viewpoint of the 
public in general. 


Know Local Problems 


Although the broad picture is impor- 
tant, it is also imperative to have full 
knowledge of your local problems. 
Most of the funds raised for tuber- 
culosis control are used here, and much 
of the work is done on this level. In- 
formation can be gained from talking 
with many people connected with the 
problem. A few valuable sources in- 
clude people in official agencies, doc- 
tors in general practice, officials in local 


by 
Joe 

K. 
White 


Mr. White is a member of the Board of 
Directors of the National Tuberculosis Asso- 
ciation, past president of the Indiana Tuber- 
culosis Association, and president of the 
Hamilton County (Ind.) Tuberculosis Asso- 
ciation. He is a vice president, American Na- 
tional Bank, Noblesville, Ind., and a farm 
manager. He holds a B.S. in economics from 
the Wharton School of Commerce and 
Finance, University of Pennsylvania. His arti- 
cle was solicited by the Governing Council of 
the National Conference of Tuberculosis 
Workers. 


hospitals (both general and tuberculo- 
sis), the public health officers and 
nurses, school officials, and TB patients 
and their families. 


Selecting Staff 


As a company tries hard to employ 
the best possible people to carry out 
its work, so must the tuberculosis asso- 
ciation. It is your duty to find person- 
nel who will do a good job in carrying 
out the objectives of your association. 
This may be a part-time secretary for 
a small association or a specialist in 
the field of public health for a larger 
organization. The tuberculosis associa- 
tions are service organizations, and in 
providing this service well-trained per- 
sons are important. In many cases an 
executive cannot do all the work and 
must have a capable staff. As a board 
member, you can see that the executive 
has the funds to maintain such a staff 
and thus carry out an effective pro- 
gram. 

A very definite part of the board’s 
responsibility is helping to plan pro- 
grams and to make decisions concern- 
ing policy. However, the board’s part 
in carrying the program into action is 
more difficult to define. In a small asso- 
ciation with no paid workers, the board 
members may be called upon to per- 
form many types of services—from 
addressing envelopes for the Seal Sale 
to giving talks before schools and civic 
groups. In communities where the offi- 
cial agencies are weak or nonexistent, 
the board members may have to step 
into the gap and perform such services 
as transporting patients to a sanatorium 
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or helping carry on tuberculin testing 
and X-ray programs. 

In a large association with a full 
staff, the role of a board member is 
quite different. After the program is 
planned, the actual task of carrying it 
out is the responsibility of the profes- 
sional staff. It is well for us to be 
careful not to get into this field of ad- 
ministration ; this is the job of the ex- 
ecutive. However, a board member 
does have a real role in carrying the 
program to the public. There are many 
places where volunteers can accomplish 
more than professional workers. In 
such areas as dealing with official agen- 
cies, including city boards, county com- 
missions, committees of the state legis- 
lature as well as Congressional com- 
mittees, the volunteer often can make 
himself felt where professionals fail. 
Never miss an opportunity to do a pub- 
lic relations job with your friends, 
church, lodge, union, school, company, 
medical society, etc. Tell the tuberculo- 
sis story clearly and well; it will be 
more effective with your personal 
emphasis than pages of newspaper ads 
or dozens of pamphlets. 

How well tuberculosis associations 
do their job and how well they present 
the case will be subject to the final 
judgment of public opinion. As long 
as tuberculosis organizations give max- 
imum service to the community and 
the nation, and spend the public funds 
wisely, I believe they need not worry 
about public support. If they fail in 
this trust, the public has every right to 
withdraw its support. The business at 
hand is whipping tuberculosis, and all 
those who are working in any capacity 
should not lose sight of this great pur- 


pose. 


VA-Armed Forces Meeting 

The 17th Conference on the Chemo- 
therapy of Tuberculosis sponsored by 
the Veterans Administration-Armed 
Forces, with the cooperation of the 
National Tuberculosis Association, 
will be held in Memphis, Tenn., Feb- 
ruary 3-6, 1958. Sessions will be held 
at the Hotel Claridge. Preceding the 
conference, the Executive Committee, 
the Fellowship Board, and the Com- 
mittee on Therapy of the American 
Trudeau Society will hold midwinter 
meetings at the Claridge. 


a 


New Anti-TB Drug 


Developed in Japan, kanamycin 

appears to be effective in 
treating TB in animals 

A new antibiotic said to be active 
against tuberculosis in animals has 
been reported by Japanese investiga- 
tors and is under study in this coun- 
try. Called kanamycin, it was dis- 
covered by a group headed by Dr. 
Hamao Umezawa, of Tokyo Univer- 
sity, and chief of the antibiotic di- 
vision of the National Institute of 
Health of Japan, who discussed it at 


nial, held in New York City in No- 
vember under the auspices of Chas. 
Pfizer & Co. 

Kanamycin is being produced in 
the United States by Bristol Labora- 
tories, which has announced that 
clinical trials with it have been 
started, but results have not yet been 
reported. Extensive laboratory stu- 
dies are also being conducted in this 
country, according to Bristol. 

The drug is derived from a mold 
which the Japanese investigators have 
designated as a new species, Strepto- 
myces kanamycetius. Dr. Umezawa 
reported that it is less toxic than 


the Pasteur 


Russian 
Visitors 
at NTA 


Fermentation Centen- 


streptomycin or neomycin. 


USSIAN scientists visiting the United States 

under the auspices of the Department of 
Health, Education and Welfare spent Wednes- 
day, October 23, at the office of the National 
Tuberculosis Association, where they discussed 
the operation of a voluntary health organization 
with James E. Perkins, M.D., managing director 
of the NTA. Left to right are Dr. Sergei V. Kur- 
ashov, chairman of the delegation, who is Min- 
ister of Public Health, RSFSR; Dr. Grigoriy V. 
Vygodchikov, director, Institute of Epidemiology 
and Microbiology, Academy of Medical Sci- 
ences; Dr. Ivan L. Bogdanov, director, Institute 
of Infectious Diseases, Academy of Medical 
Sciences; and Dr. Perkins. 
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Responsibilities of STAFF 


No voluntary health agency can function successfully 


unless the staff not only understands—and carries out— 


its own responsibilities, but also understands— 


and does not usurp—the responsibilities of the board 


“The board sets the policies of the 
agency, and staff carries out program 
within the framework of those poli- 
cies.” Sounds easy, doesn’t it? But— 
are you positive? 

Many voluntary agencies have been 
faced with this question. Board and 
staff each “wear many hats,” and 
some of them are so similar that the 
result is frequently confusion. The 
successful delineation of the functions 
and responsibilities of board and of 
staff is essential if the agency is to 
make its maximum contribution to 
the community. 

When the health agency is small 
and the budget does not warrant the 
employment of professional staff, the 
basic problem is simple. The func- 
tions of policy making, program plan- 
ning, program execution, and admin- 
istration all rest with the board. As 
the agency’s program and budget in- 
crease to the point where professional 
staff is essential, a clear understand- 
ing of the responsibilities of both the 
board and the staff is essential if the 
maximum potential of the agency is 
to be realized. 


Two Basic Principles 


In any consideration of the obliga- 
tions of the board and the staff of the 
voluntary health agency, two basic 
principles should be kept in mind. 
First, the sole reason for the exist- 
ence of either board or staff is to 
carry out the objectives of the agency 
they represent, which in most cases 
are the control and eradication of a 


single disease. Second, the employ- 
ment of staff should strengthen and 
augment the activities of the board 
rather than relieve the board of re- 
sponsibilities. 

The first of these principles is self- 
evident, but the second bears further 
consideration. Where a board, upon 
the employment of staff, feels that its 
obligations have been fulfilled with 
the setting of policies, the program of 
the agency will be limited to the 
sphere of influence of the individual 
staff members. Similarly, if staff does 
not assume its full share in the activi- 
ties of the agency, the program will 
be handicapped. 

Inherent in the problem of defining 
areas of responsibility is the fact that 
there are only two areas in which a 
clear-cut division is possible. The 
establishment of policies is definitely 
the prerogative of the board. Staff is, 
of course, obligated to provide the 
board with sufficient factual informa- 
tion and materials so that sound poli- 
cies can be set, but it is the board who 
makes the policies. On the other 
hand, the administration of the 
agency’s program within the frame- 
work of these policies is a staff func- 
tion, primarily that of the executive. 
However, staff is responsible to the 
board for the way in which the ad- 
ministration is carried out. 

In all other areas, there must be 
joint participation by both board and 
staff on a sound teamwork basis. A 
review of the minutiae of problems 
which confront the staff each day 


by 
Virginia 
A. 


Currie 


Miss Currie is executive director of the 
Fresno County (Calif.) Tuberculosis Associ- 
ation. Formerly she did tuberculosis nursing 
and also worked as a school nurse. She 
served on the board of directors of the 
Fresno association for ten years before 
becoming executive director. She holds an 
A.B. degree in psychology and a B.S. degree 
in public health nursing from the University 
of California, and is a graduate of the 
university's Hospital Training School for 
Nurses. Her article was solicited by the Gov- 
erning Council of the National Conference 
of Tuberculosis Workers. 


would be impossible, but a considera- 
tion of the major areas of staff re- 
sponsibility might serve to bring their 
position into better focus. 


Education Must Be Continuous 


One of the primary purposes of all 
voluntary health agencies is educa- 
tion—education of all segments of the 
population on the health problem 
with which the agency is concerned. 
Education, then, must be of primary 
concern to all staff members. Every 
activity of the agency has some 
health education implications. The 
alert staff member will make the most 
of every opportunity as it presents 
itself, whether it be organizing a com- 
munity for a check on diabetes, can- 
cer, or tuberculosis; speaking to an 
organization; or helping volunteers 
stuff envelopes for a Seal Sale. To do 
this effectively, the professional staff 
member must constantly work to im- 
prove his ability in the use of health 
education techniques, in his knowl- 
edge of the learning process, and in 
his understanding of human relations. 

Of perhaps equal importance to the 
agency are its public relations. No 
voluntary health agency can be effec- 
tive unless its public relations are 
good. The work of professional staff 
in the agency’s program identifies 
them with the agency and as its 
representatives. For this reason, the 
staff members’ actions reflect on the 
agency and the agency’s program. No 
professional worker in a voluntary 
agency can revel in the luxury of ex- 
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pecting others to make allowances for 
his personal idiosyncrasies. Rather, 
he must constantly work to attain a 
better understanding of people and 
how to influence them. Good public 
relations must be a part of every 
activity of the agency, from answer- 
ing the telephone or writing a letter, 
to working with a citizen’s committee, 
another agency, or a group of legisla- 
tors. One poor contact from a public 
relations standpoint may take the 
agency months or years to overcome. 
No discussion of professional staff 
functions would be complete without 
reference to the staff’s responsibility 
in connection with the program of the 
agency. Staff has the obligation to 
see that the program is sufficiently 
well planned, stimulated, organized, 
and conducted so that in the end it 
accomplishes its purpose. In special- 
ized areas, such as medical social 
work, rehabilitation counseling, or 
operating an X-ray unit, the actual 
work must be carried on by the staff 
member who is properly trained to do 
the job. However, there are many 
phases of program that can be and 
are carried out by volunteers, includ- 
ing board members. In these areas, 
staff can serve more effectively and 
cover a larger area if they act as con- 
sultants and assume the responsibility 
of seeing that the volunteers have the 
knowledge, the materials, and the 
tools to accomplish the job. 

Practically every professional 
worker in a voluntary agency has a 
need for organizational knowledge 
and ability. Working with commit- 
tees of the board offers a real chal- 
lenge. By consulting with the chair- 
man well in advance of the committee 
meeting, the staff member should 
assist him in formulating an agenda 
which includes the suggestions of 
both the chairman and the staff 
worker. The chairman should be 
given all possible assistance in ob- 
taining the materials and information 
he will need to help the committee 
function properly and accomplish its 
purpose. During the committee meet- 
ing, the staff member should partici- 
pate in the discussion but should at 
all times be careful not to assume 
leadership or to make the decisions. 
In meetings of the executive com- 
mittee or the board, the situation 


should be different. The staff mem- 
ber should be in silent attendance: his 
work with the committee chairmen 
and other board members should 
have given them sufficient informa- 
tion so that they can carry the re- 
sponsibilities without staff assistance, 
except in very special situations. The 
staff’s ability to function well in or- 
ganizational work will strengthen 
both the activities of the agency 
board and the many phases of pro- 
gram that require community organ- 
ization work. 


Working with Other Agencies 


No health agency can accomplish 
its purpose alone, but must work 
closely with all agencies, both official 
and nonofficial, which are concerned 
with the same health problem. Co- 
ordination of the activities of all these 
groups prevents duplication and pro- 
duces better results. The staff of the 
voluntary agency, working continu- 
ously with the staff of other agencies, 
is in a key position to maintain the 
proper cooperation and coordination 
between agencies. There are times 
when the voluntary health agency 
finds itself in the position of “nee- 
dling” the official agency into doing 
a better job. At this time, strong 
public relations are extremely impor- 
tant. If the approach to the official 
agency is one of criticism, future co- 
operation between the agencies will 
be jeopardized. If, on the other hand, 
the approach is one of a sincere desire 
to help build up the work of the offi- 
cial agency, effective cooperation in 
the future will be greatly enhanced. 

No voluntary health agency can 
afford to continue programs that are 
not producing results or are out- 
moded. To avoid this requires con- 
stant evaluation. While this is a con- 
cern of the board, it is incumbent 
upon staff to carry on a continuing 
program of evaluation. Staff then is 
in a position to alert the board to the 
first signs of mecessary program 
changes. Evaluation may take many 
directions—detailed records, constant 
review of reports, special studies— 
but it should be an integral part of 
staff procedure and must be adapted 
to the specific program. 

Few health agencies can adequately 
plan their program without having 


adequate facts available. While at 
times the board may be of assistance 
in this area, fact finding is an impor- 
tant staff function. It may include 
anything from statistical information 
on a disease to a listing of available 
resources in a community. Fact find- 
ing on a broad base is a “must” if the 
staff is to be well-informed and in a 
position to provide the board with 
essential information. A more in- 
volved form of fact finding, which is 
not always considered a staff respon- 
sibility, is program research. Re- 
cently a detailed study of a hospital 
admission X-ray program was made 
by the staff of a tuberculosis associa- 
tion. This study brought to light 
many problems which, when cor- 
rected, will result in a stronger, more 
effective admission X-ray program. 
The staff of the voluntary health 
agency has a real contribution to 
make in this area of program re- 
search which leads to action. 


Self-Evaluation 


One of the greatest challenges to 
professional staff is the responsibility 
for self-evaluation. This is not an 
easy task, since it requires self-criti- 
cism, which most people find difficult 
to face. Yet it is important if the 
staff member is to grow in his job 
and his job is to grow with him. Here 
are a few questions which the staff 
member might ask himself: 

Am I doing my job to the best of 
my ability? What areas need im- 
provement ? 

Have I the right attitude toward 
my work? Do I believe in what 
I am doing? 

What part of my work am I doing 
the same as last year? Is it time 
for a change? 

Am I working effectively with com- 
mittees or do I assume too much 
leadership ? 

Can I reorganize my work to elimi- 
nate unnecessary details? 

The responsibilities of the profes- 
sional staff present a challenge to all 
who work in the voluntary health 
field. The agency whose staff has suc- 
cessfully accepted this challenge, and 
whose board, staff, and volunteers 
have been well integrated, cannot help 
but have a strong influence on com- 
munity health. 
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TB in Adolescence _/ 


Too old for the children’s ward and too 


young for the adult, the adolescent patient needs 


special facilities that are all too often unavailable 


The period between puberty and 
adult life is one of physical, mental, 
and emotional growth. During this 
time, adjustments must be made that 
enable the individual eventually to 
assume adult responsibilities. Under 
normal circumstances this may be a 
trying period, but the addition of ill- 
ness adds many difficulties. When the 
disease is chronic and characterized 
by danger of relapse, normal develop- 
ment may be even more seriously dis- 
turbed. That this has been the case 
with tuberculosis has long been 
recognized. 

The death rate rises sharply at 
puberty and is high during adoles- 
cence and early adult life. Although 
the death rate is now unquestionably 
generally lower than it used to be, 
and dangers of relapse are lessened, 
the cost of morbidity during this age 
period is high. Prolonged illness in- 
terferes with education and usually 
prevents the normal activities that 
lead to social, economic, and personal 
maturity. 


Incidence of Relapse 


Special clinical features are recog- 
nized when tuberculosis occurs in 
adolescence. While considerable study 
has been directed along these lines, 
the physiological problem is not yet 
entirely understood. Among children 
who have survived earlier childhood 
tuberculous infection, there is a sig- 
nificant incidence of relapse at the 
time of puberty. With the aid of a 
grant from the National Tuberculosis 
Association, Dr. Edith Lincoln has 


followed 1,000 consecutive patients 
with childhood tuberculosis to the 
age of 25. Of these, 9 per cent have 
developed progressive pulmonary 
tuberculosis from one to fourteen 
years after the original diagnosis of 
childhood disease. This occurred 
twice as often among the girls as 
among the boys in the group, and 
more than one fourth of the relapses 
occurred within one year after 
puberty. 

Dr. Joseph A. Johnston, Detroit 
pediatrician, has made a_ similar 
study, with special interest in the rela- 
tionship between nutrition and relapse 
following childhood infection. He 
reported a significant relationship 
between relapse and physiological 
changes occurring at puberty. These 
observations support the theory that 
the increase in pulmonary tubercu- 
losis in adolescence is related to 
failure to meet the nutritional de- 
mands of growth. 

In working with rabbits, Dr. Max 
B. Lurie, of the Henry Phipps Insti- 
tute, has shown that certain sex hor- 
mones retard and others encourage 
the progression of tuberculous infec- 
tion. This suggests that the behavior 
of tuberculous infection during ado- 
lescence may be related to an inter- 
play of hormones secreted in varying 
amounts during puberty. 

These and similar studies are of 
great interest, not only since they 
shed light on the problems of clinica! 
disease among adolescents, but since 
they contribute to general knowledge 
concerning the progression or healing 
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of tuberculosis. While all the factors 
are not clearly defined, there seems 
little question that natural resistance 
to tuberculosis is frequently low dur- 
ing adolescence. 

Puberty is thus a hazardous period 
for individuals who have been in- 
fected during childhood. It is also 
hazardous for those never before in- 
fected, since their disease may be 
acquired during a period when resist- 
ance is low. 


Age of Infection Rising 


Current information suggests that 
the age at which infection may occur 
is rising. Experience at Bellevue Hos- 
pital in testing nurses entering train- 
ing will serve to illustrate this point. 
In the early 1930’s, the majority of 
these 17- and 18-year-old women re- 
acted to tuberculin, thus indicating 
that infection had occurred prior to 
this age. In recent years, this situa- 
tion has been reversed, so that from 
70 to 90 per cent fail to react to 
tuberculin and can be assumed to 
have had no tuberculous infection. 
These young women are predominantly 
from metropolitan New York, and 
there has been no significant change 
in the area from which they are 
drawn. 

Similar observations have been 
made by others. This leads to specu- 
lation as to whether the deferment of 
infection to an age past the physio- 
logical changes of puberty may alter 
the clinical picture encountered. It 
seems likely that significant changes 
will be noted in the incidence of pro- 
gressive disease among adolescent 
children, and that this, coupled with 
the increased efficacy of treatment, 
improves the outlook for this age 
group. But there remain a group of 
children who do acquire progressive 
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disease at a difficult age period, and 
a number of special problems are 
encountered in dealing with them. 


Special Needs Not Met 


These patients, too old for chil- 
dren’s wards and far too young for 
adult wards, need special provisions, 
often unavailable. While in many in- 
stances older patients are kindly and 
understanding, interests can seldom 
be shared. The mere differences in 
choice of television programs may 
cause conflict. It must also be con- 
sidered that the patient group in- 
cludes an unfortunate group of un- 
attached men, often alcoholic, who 
offer companionship far from ideal 
for the adolescent. It has been gen- 
erally noted that there is an increas- 
ing amount of tuberculosis among 
elderly patients, particularly among 
males. This is reflected in the pre- 
dominance today of elderly patients 
in tuberculosis hospitals compared 
with former years, when young adults 
made up a larger proportion of the 
patient population. Among this large 
group of middle-aged and aged patients, 
a scattering of teen-aged children is 
usually found, obviously out of place 
with a more mature group of patients. 

To provide separate programs for 
recreation and education requires not 
only additional staff but staff with spe- 
cial training and abilities. While not al- 
ways the case, it can be assumed that 
many adults have developed interests, 
_ personal ties, and individual resources 
that enable them to meet problems 
created by prolonged illness. This is 
seldom the case with the teen-age 
child, who requires skilled super- 
vision, direction, and encouragement. 

Where tuberculosis units are asso- 
ciated with general hospitals, it might 
be wise to include these children in 
programs for others of similar age, 
scattered throughout the hospital. 
This presents difficulties, since the 
fear and the dangers of contagion 
often exclude the tuberculous child 
from such activities. This not only 
deprives him of schooling and recrea- 
tion but leads to attitudes of rejec- 
tion that may well prevent any satis- 
factory adjustment to normal living. 
In addition to these problems are all 
the emotional problems of illness that 
produce an unfortunate egocentricity. 


Social development is retarded by 
isolation from contemporaries of both 
sexes. 

Under many circumstances, the 
hospital, while dealing effectively 
with disease, may fail completely on 
all other scores. The adolescent child 
who, after prolonged hospitalization, 
returns to his home out of touch with 
his social world, retarded in school- 
ing, and with physical limitations im- 
posed by his convalescence faces ad- 
justments that more mature individ- 
uals might fail to make. With the 
added handicap of adolescent emo- 
tional insecurity, these problems are 
further aggravated. 

Obviously, the adolescent’s disease 
must be treated vigorously and ef- 
fectively, particularly in view of the 
poor natural resistance that exists at 
this period. But his disease should 
be cured without undue interference 
with normal, healthy personal devel- 
opment. This either requires special 
facilities or treatment at home. 


Home Treatment 


No collected experience with home 
treatment for this group is available, 
and experience in the Bellevue Hospi- 
tal Clinic has not supplied all the 
answers. In general, parents are prob- 
ably the best persons to deal with 
adolescent problems, but they often 
experience difficulties even under nor- 
mal circumstances. With the added 
problems of illness, they, too, may 
fail to meet the situation. 

Certain problems are inherent in 
home treatment. Present-day therapy 
is so effective that the patient often 
becomes asymptomatic early in the 
course of his disease and remains so 
throughout the many months during 
which treatment must be continued. 
It is difficult enough to convince many 
adults of the necessity for continued 
treatment and supervision ; adolescents 
are even more difficult to convince. 

In a good, stable home where par- 
ents can exercise wise guidance, home 
treatment may be the answer. But 
many of the children come from low- 
income homes where both parents 
may work, where the family live un- 
der crowded conditions in environ- 
ments offering many of the same poor 
associates who might be encountered 
in the hospital. One or more parent 


is often under treatment for tuber- 
culosis, and the home fails to meet 
the patient’s personal needs. Treat- 
ment may be permitted to lapse. Idle 
hours without directed activity lead 
to temptations, and the over-all result 
is far from satisfactory. 

In the best of homes, insight may 
be lacking where chronic disease is 
concerned. The understandably wor- 
ried parent may express his concern 
in overindulgence and in an overly 
protective attitude, which can lead to 
chronic invalidism. At present, it 
seems that adolescent patients should 
be selected for home treatment on an 
individual basis if good results are to 
be obtained. 


Hospital Facilities Required 


Special facilities are needed for 
many adolescents with tuberculosis. 
These might be provided in separate 
institutions where sufficient numbers 
of patients justify the expenditure. 
Where numbers are few, units could 
be set aside in tuberculosis hospitals 
for adolescents. These should be well 
supervised and provide adequate 
schooling and a program of activities 
to maintain interest in the outside 
world and to avoid idleness. 

The occasional adolescent is mature 
enough to mingle with young adults; 
others remain immature and do better 
with younger children. The group 
cannot be separated by chronological 
age alone, but must be identified in 
terms of development and interests. 
They should be grouped in terms of 
personal qualifications rather than by 
diseases, as is too often done. 

Modern treatment has greatiy im- 
proved the outlook for recovery in all 
age groups, and particularly the 
adolescent. Because resistance to 
tuberculosis is poor for a number of 
years during this period, the disease 
has, in the past, been difficult to con- 
trol and too frequently terminated by 
death or permanently crippling dis- 
ease. With effective drug therapy and 
surgery, this need no longer be the 
case, and complete recovery can usu- 
ally be anticipated. But these young 
persons are not adults and should not 
be treated as such. Ali of their indi- 
vidual needs must be met if they are 
to recover without serious personal 
handicap. 
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Our Immigration Laws _/ 


Need Changing 


Unrealistic and discriminatory laws are barring aliens 


with “tuberculosis in any form” from entering this country 


More than a hundred years have 
passed since Congress first attempted 
to regulate immigration by law. A 
medical examination of arriving 
aliens was first required in the Immi- 
gration Act of 1891. In 1907 “per- 
sons afflicted with tuberculosis” were 
being mandatorily excluded from the 
United States. 

However, it was not until the Act 
of February 5, 1917, that this phrase 
was changed to read “persons afflicted 
with tuberculosis in any form.” This 
terminology was perpetuated by im- 
plication in the Act of 1924 and again 
in the present McCarran-Walter Act 
of 1952, the word “persons” being re- 
placed by “aliens.” 


Ten Years of Chaos 


All this posed no particular prob- 
lems until 1947, when the Public 
Health Service first began X-raying 
the chests of all intending immigrants 
before the Consular Service could 
issue visas. Only then, forty years 
after we decided that tuberculosis was 
an excludable disease, did we have 
anything like a practical and rapid 
method of detecting this condition. 
During the past ten years of chaos, 
heartbreaks, under-the-table deals, 
and political finagling, it has become 
increasingly apparent that our poli- 
cies, if not our actual law, require 
radical revision. 

It is scarcely believable that, in 
1917, Congress actually intended to 
exclude all persons afflicted with any 
form of tuberculosis. Such an action 
would virtually have eliminated im- 


migration from Europe and the 
Orient, because some 80 to 100 per 
cent of the people of these continents 
react positively to tuberculin. As has 
been indicated, however, no great 
harm was done so long as the examin- 
ing physicians had no adequate X-ray 
facilities, because for the most part 
only active cases of clinical disease 
were recognized at the port of entry. 
But after the institution of the X-ray 
program, in which many inactive 
cases were detected, it should have 
been immediately apparent that what 
was urgently needed was a workable 
definition of just what constitutes ex- 
cludable tuberculosis. 

Even now, ten years later, current 
policies are vague and inconsistent— 
reminiscent of the croquet game in 
Alice in Wonderland. From the out- 
set, Alice had no chance, because the 
Queen made up her own rules as the 
game progressed. Alice lacked the 
temerity to suggest codification of the 
rules. 

History as well as fiction affords 
innumerable examples of the folly of 
attempting to operate a complicated 
piece of politico-administrative ma- 
chinery without reference to an ade- 
quate booklet of instructions. One 
need only recall the incredible chaos 
of the 1780’s, when this country had 
thirteen codes of law. 


Another Serious Weakness 


This brings up a second serious 
weakness in the present tuberculosis 
screening program — the encourage- 
ment of multiple reviews of rejected 
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cases by physicians with varying if 
not questionable qualifications in the 
field of tuberculosis, with the obvious 
hope that at least one report will be 
sufficiently noncommittal, if not actu- 
ally favorable, to serve as the basis 
for granting medical clearance to the 
tuberculous applicant. This practice 
frankly tends to make the PHS the 
despair of visa-section personnel in 
our European embassies and con- 
sulates. Nor is its significance lost on 
volunteer agencies, visa applicants 
themselves, and other interested par- 
ties. 


Revisions Not Adequate 


In the Manual for the Medical Ex- 
amination of Aliens, the instructions 
regarding tuberculosis have been re- 
peatedly revised in the last ten years. 
In my opinion the situation is still far 
from a happy one. Several legal gim- 
micks have been devised to make 
possible the evasion of a strict inter- 
pretation of the law, and of course the 
possibility has always existed of 
aliens’ gaining admission through the 
passage of private bills in Congress 
regardless of the law. 

On September 11, 1957, the Eighty- 
Fifth Congress passed Public Law 
85-316, entitled “An Act to Amend 
the Immigration and Nationality Act, 
and for Other Purposes.” The broad 
purpose of this legislation was evi- 
dently to grant relief in severe hard- 
ship cases involving the spouses or 
children of United States citizens, or 
lawfully admitted aliens, who for one 
reason or another were excludable. 
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The pertinent paragraph on tuber- 
culosis reads in part as follows: 

Notwithstanding the provisions of sec- 
tion 212 (a) (6) of the Immigration and 
Nationality Act as far as they relate to 
aliens afflicted with tuberculosis [this is 
the section that makes aliens afflicted 
with tuberculosis in any form mandator- 
ily excludable] any alien who (A) is the 
spouse or child, including the minor un- 
married adopted child, of a United States 
citizen, or of an alien lawfully admitted 
for permanent residence, or (B) has a son 
or daughter who is a United States 
citizen or an alien lawfully admitted for 
permanent residence, shall, if otherwise 
admissible, be issued a visa and admitted 
to the United States for permanent resi- 
dence in accordance with such terms, con- 
ditions, and controls, if any, including the 
giving of a bond, as the Attorney General, 
in his discretion, after consultation: with 
the Surgeon General of the United States 
Public Health Service may by regulations 
prescribe: Provided, that the Attorney 
General shall promptly make a detailed 
report to the Congress in any case in which 
the provisions of this section are applied: 
Provided further, that no visa shall be 
issued under the authority of this section 
after June 30, 1959. 


This, of course, is obviously noth- 
ing but another legal stopgap and 
does not get at the core of the prob- 
lem. 

It need hardly be said that no one 
seriously advocates the indiscriminate 
admission to this country of persons 
with active communicable tubercu- 
losis who will inevitably constitute at 
once a dangerous health menace and 
an economic burden. In a good many 
parts of this country, a legal mecha- 
nism exists for locking up recal- 
citrant, active, communicable cases, 
and this mechanism is employed when 
necessary. What is here advocated, 
however, is a change in the law to 
permit admission to this country of 
anyone with tuberculosis or any other 
disease, provided satisfactory guaran- 
tee is forthcoming that that indi- 
vidual will not become a_ health 
menace or a public charge as a result 
of the then existing condition. The 
practice of X-raying intending immi- 
grants in their own countries should 
by all means be continued, so that our 
health authorities are aware of the 
nature and extent of their specific 
problems. It is perhaps unnecessary 
to point out that the health hazard in 
tuberculosis lies almost entirely in 
unknown and unrecognized cases, 


rather than in proven active cases 
which are under proper treatment. 
With the hope of accomplishing 
this desirable end, the Council of the 
American Trudeau Society and the 
National Tuberculosis Association 
Committee on Cooperation with Fed- 
eral Agencies submitted to the NTA 
Board of Directors parallel resolu- 
tions urging that the phrase “tuber- 
culosis in any form” be removed from 
Section 212 (a) (6) of the Immigra- 
tion and Nationality Act, which would 
then read as follows: “Aliens who are 
afflicted with leprosy or any danger- 
ous contagious disease.” (“Leprosy” 
was left in because it was not consid- 
ered within the province of the NTA.) 
No one would deny that unrecog- 
nized tuberculosis or tuberculosis in 
an uncooperative individual is a “dan- 
gerous contagious disease.” However, 
by eliminating the word “tubercu- 
losis” from the law itself, it was felt 
that the new wording would in no 
way affect the mandatory exclusion 
of aliens afflicted with communicable 
tuberculosis for whose treatment and 


isolation in this country proper ad- 
vance provisions had not been made. 
In the discussion at the NTA Board 
of Directors meeting, it was pointed 
out that the Public Health Service 
would formulate regulations exclud- 
ing those with communicable tuber- 
culosis, just as it does now with 
syphilis and other “dangerous con- 
tagious diseases.” Furthermore, it is 
felt that cases of healed inactive 
tuberculosis could be frankly so 
designated without recourse to the 
current subterfuge of calling them 
“pulmonary fibrosis.” 

The Board of Directors of the NTA 
formally approved these resolutions 
in May, 1957. However, progress in 
such matters is rarely accomplished 
with the speed of Sputnik. A few 
months ago the NTA Committee on 
Cooperation with Federal Agencies 
had a preliminary conference with 
the Public Health Service in Wash- 
ington, and it is hoped that as a result 
of this and subsequent meetings a 
satisfactory solution to the present 
difficulties can be worked out. 


| pi latest techniques in the diagnosis and 
treatment of tuberculosis were highlighted at 
the recent Sixth Annual Estes Park Chest Con- 
ference, held in Estes Park, Colo., and sponsored 
by the Colorado Trudeau Society. Among the 


Colorado 
Chest 


ysicians attending were, left to right, Dr. J. 
urns Amberson, director, New York Tuberculosis 
and Health Association and former chief of the 


chest service, Bellevue Hospital, N.Y.; Dr. William 


Conference 


B. Tucker, director, tuberculosis service, Veter- 


ans Administration, Washington, D.C.; Dr. John 
Steele, chief, surgical service, Veterans Admin- 
istration Hospital, San Fernando, Calif.; and Dr. 
John Durrance, chief, tuberculosis service, Vet- 
erans Administration Hospital, Denver, Colo. 
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Joint Planning Pays Off v 


Differences of opinion amorg public health leaders 


in Denver about administering the TB control program 


led to a valuable experiment in cooperative planning 


On a snowy afternoon nearly ‘six 
years ago, a “permanent” interagency 
planning and coordinating committee 
for tuberculosis control was impulsive- 
ly organized in Denver (Colo.). Al- 
though casual in its organization, the 
committee is still functioning. 

Its organization was reported in the 
January, 1953, NTA BuLvetin. What 
has happened since? Has the committee 
proved effective? Here is the story to 
date. 

The committee grew out of a work- 
ing conference of local health and wel- 
fare agencies called together by the 
Denver Tuberculosis Society in Febru- 
ary and March, 1952. The conference 
was suggested by the city health officer 
in an attempt to resolve conflicts among 
public health leaders about the basic 
philosophy of administering the local 
tuberculosis control program. 

A severe snowstorm nearly crippled 
travel in Denver the day on which the 
third and final session of the working 
conference was to be held. Only a hand- 
ful ef the more than a hundred dele- 
gates managed to reach the meeting 
place. Those who did attend completed 
the business of polishing off some 21 
recommendations designed to strength- 
en local tuberculosis control efforts. 

When it came time to adjourn, an 
additional recommendation was spon- 
taneously proposed by the delegates 
present, perhaps as a result of the feel- 
ing of comradeship engendered by the 
semisnowbound situation: that the be- 
ginnings made in working together not 
be lost and that a “permanent” plan- 
ning and coordinating committee of 
agency representatives be established. 

The executive of the local tubercu- 


losis association was named continuing 
secretary, and nine agencies were pro- 
posed as charter members—the city and 
state health departments, the city wel- 
fare department, the local medical so- 
ciety, the state division of rehabilita- 
tion, the city schools health department, 
the state hospitalization division, and 
the city and state tuberculosis associa- 
tions. 

An organizational meeting was called 
in June. A chairman and vice-chairman 
were elected for the year. The recom- 
mendations of the working conference 
were listed in order of priority, and 
two subcommittees were appointed— 
one to gather information about the 
effect of the means test on the hospitali- 
zation of tuberculosis patients, the sec- 
ond to study the need for new hospital 
facilities. 

A special meeting was held that win- 
ter, with 51 persons representing 21 
local and state agencies attending. As 
a result, a legislative program was 
drawn up proposing the construction of 
a new tuberculosis hospital and recom- 
mending that treatment for tuberculosis 
be provided “irrespective of financial or 
residence requirements.” These pro- 
posals were sent to all the health and 
welfare agencies that were members of 
the planning and coordinating commit- 
tee (there were now 13), and their 
formal approval and endorsement of 
the legislative program was urged. 


The First Setback 


Then came the first blow. Several 
agencies replied that they were not in 
a position to enact formal endorsement 
of the legislative program, since such 
action was not within their legal au- 
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thority. The seemingly well-laid plans 
were further invalidated by the an- 
nouncement of the new drugs for the 
treatment of tuberculosis, which sug- 
gested that additional beds were no 
longer needed. The officers of the 
planning committee met ; the legislative 
program was dropped. 

By the fall of 1953, the officers were 
confused as to what the committee’s 
next step should be. They decided to 
call a general meeting of the member- 
ship to see what progress was being 
made by the community in carrying 
out the 21 recommendations of the 
original working conference. The 
meeting was planned as a report ses- 
sion, and several agency executives 
were asked to prepare statements. 


Meeting Not Productive 


The meeting was held in December 
and was well attended. The formal 
progress reports outlined a number of 
interesting developments in individual 
agency programs, many of which had 
been stimulated by the recommenda- 
tions of the 1952 conference. However, 
little discussion followed. An effort 
was made to stimulate the members 
present to suggest future action that 
the committee might take, but without 
success. 

The officers felt that something was 
wrong. While the record of accomplish- 
ment was pleasing, no new thinking 
was taking place. The committee had 
lost its punch. 

After a period of soul-searching, it 
was realized that in order to success- 
fully stimulate the committee’s total 
membership, the active participation of 
each representative at each meeting was 
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essential. It was then decided to hold 
a second working conference of the 
membership. 

Remembering also that the original 
working conference had been success- 
ful largely because of careful and thor- 
ough advance planning, a representa- 
tive steering committee was appointed 
to plan the second conference. This 
steering committee was instructed to 
study and delineate the problems to be 
discussed at the conference before pre- 
paring a specific agenda. The steering 
committee met monthly for the follow- 
ing six months. 

To insure participation by all attend- 
ing the conference, the steering com- 
mittee recommended that the partici- 
pants be divided into small discussion 
groups, each to be given a set of chal- 
lenging questions to stimulate their 
discussion. Keynote speakers, group 
leaders, recorders, and a summarizing 
panel were set up. An educator from 
the public schools skilled in group 
work was asked to assist with the me- 
chanics of the meeting, and much of 
its success was due to her efforts. 

The working conference was held in 
March, 1955, with 102 agency repre- 
sentatives attending. By now, 28 health 
and welfare agencies were members of 
the planning committee. Additions in- 
cluded local tuberculosis sanatoriums, 
nursing and social work groups, the 
local public health council, and agencies 
in the three counties surrounding Den- 
ver. 

Everyone present played an active 
part in the proceedings. New thinking 
and new recommendations emerged. 
But more important, stronger working 
relationships among agency personnel 
were renewed. Many program areas 
were explored. 

After a few false starts, the plan- 
ning and coordinating committee had 
found its true function: to act as a 
forum through which members could 
exchange ideas. The participation by 
all present brought a greater under- 
standing of the over-all needs in the 
tuberculosis control program, and thus 
agency representatives were better able 
to coordinate their work with the total 
program. 

Such public review of the total pro- 
gram has another value—that of bring- 
ing policies and attitudes under scru- 
tiny. As one agency head has ex- 


pressed it: Weak spots and deficiencies 
in the community program had previ- 
ously been justified in conversations 
between individuals. With all agencies 
involved present, listening and ready 
to criticize, deficiencies soon became 
obvious to all and could no longer be 
defended or glossed over. 


The Next Steps 


For a year after the 1955 conference, 
the planning and coordinating commit- 
tee remained dormant. This was done 
deliberately, since it was felt that such 
a stimulant to joint agency planning as 
the work of the committee was more 
effective if used sparingly. 

A year later, almost to the day, a 
small subcommittee was appointed to 
study the recommendations of the sec- 
ond working conference and to suggest 
ways in which these recommendations 
might be implemented. For the most 
part, the persons named to the subcom- 
mittee were those with the administra- 
tive responsibility for the local tuber- 
culosis control program. The subcom- 
mittee held five meetings during the 
spring and summer of 1956, and in 
October an interim report was mailed 
to all the member agencies of the plan- 
ning committee. 

The subcommittee report made 28 
suggestions for actions that might be 
taken by one or more agencies to carry 
out the recommendations of the 1955 
working conference. These suggestions 
covered such topics as case finding, the 
chronic offender, the role of the pri- 
vate physician, public awareness, pa- 
tient education, and the financing of 
tuberculosis control programs. 

Each agency was asked to review 
the report and “carefully consider” the 
areas that pertained to its own work. 
The planning committee admitted that 
“there will not be complete agreement 
on all suggestions made” and said it 
would “appreciate hearing individual 
reactions.” 

This procedure, the committee felt, 
avoided asking for the endorsement of 
recommendations, which the agencies 
could not give, or in any way dictating 
to the agencies. 

During the subcommittee meetings 
themselves, a continual interchange of 
ideas took place between the adminis- 
trators who attended. This in itself 
was of value, and some of the sub- 


committee’s suggestions were actually 
carried out before the interim report 
was released. 

In April and June last year, two 
additional meetings of the subcommit- 
tee were held. Informal progress re- 
ports were made on community de- 
velopments to determine the problems 
currently outstanding, and _ several 
problem areas were designated that 
merited community study. The sub- 
committee is looking to the time when 
a third working conference will be 
appropriate. 


Accomplishments of the Committee 


Among recent developments in the 
local tuberculosis control program 
which in some measure have resulted 
from the work of the planning com- 
mittee and its subcommittees are: 

The establishment of local policies 
on the use of tuberculin testing. 

Initiation of a special study to de- 
termine the level of tuberculin infec- 
tion among children of school age in 
Denver. 

Delineation of groups who should 
receive chest X-rays. 

Community consideration of the 
problems of the chronic offender, which 
led to the holding of a national con- 
ference on this problem in Denver, in 
January, 1957. 

The development of a year-round 
public information program by the tu- 
berculosis association. 

Work toward a local conference on 
patient education and agency respon- 
sibility in the prehospital, hospital, and 
posthospital periods. 

The establishment of a committee to 
study the social, welfare, and counsel- 
ing needs of the tuberculosis patient 
and his family. 

It is easily seen how the activities 
of the planning committee have com- 
plemented the work of the local tuber- 
culosis association. 

How long will the planning and co- 
ordinating committee continue to be 
active? Is it really permanent? The 
guess is that it will be needed only as 
long as there exist, first, new and real 
community problems in tuberculosis 
control for which answers must be 
found, and, second, a willingness on 
the part of agency representatives to 
face up to problems and work together 
toward their solution. 
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ally ois sorship depends upon the legal back- benefits will require an intensive edu- 
jest Vacant TB Beds of state or local cational Occasionally, a 
The ATS offers suggestions jurisdiction and its general philoso- complete overhauling of the adminis- 
two for ways to use existing phy of government.” trative arrangements for tuberculosis 
nit vacant tuberculosis beds As for the middle-sized sanatorium hospitals may be necessary. 
re- ‘ which may no longer be needed for “Equitable agreement by all inter- 
de- Suggestions for the use of any the tuberculous, the committee sug- ested citizens on which institutions 
as vacant tuberculosis beds that actually pests that it might be modernized for should be closed or converted and 
eral exist are made in a recent statement ise as a general hospital or converted when this should take place may be 
that prepared by the Committee on Ad- for use as a chronic disease hospital difficult to achieve. In one state an 
sub- ministrative Problems of the Ameri- 6, as a rehabilitation center, or used official decision to close four regional 
hen can Trudeau Society. The statement fo, such purposes as a hospital for sanatoriums was disputed in each 
be was published in full in the Novem- the mentally ill. area. To resolve this conflict the 
ber, 1957, issue of THE AMERICAN “There are many states,” the state- Governor appointed an _ evaluation : 
Review OF TUBERCULOSIS —_ PUL- ment continues, “in which patient team of four capable physicians from ee 
monary Diseases. Dr. Cedric North- care improvement as well as a marked outside the state to survey the situa- % 
the rop, of Seattle, was chairman of the saving to the taxpayer could be real- tion and make recommendations. 
ram committee. ized by careful, planned judicious This use of a team of outside experts 
ited The Ceraeattee strongly urges that consolidation. In almost every in- may be of help in other states when 
‘om.- a realistic survey be made of the situ- tance, a consolidation to effect these disagreements arise.” ; 
ation in regard to tuberculosis beds 
icies in the community or state before con- 
clusions are drawn about “surplus- 
de- es.” In some states where vacancies me 
fec- are said to exist, the committee a 
e in pointed out that the “empty beds” ian 
| may be more spurious than real be- 
ould cause of bad distribution of beds, 
poor quality of sanatorium care, the 
the | treatment at home of patients who | 
thich should be in the sanatorium, or in- 
con- § adequate case finding. 
r, in However, if there is a real surplus 
of hospital beds for the tuberculous, 
ound § @ plan for disposition of the surplus 
e tu- | should be made on a community- or 
state-wide basis. The logical first step 
eon | would be to discontinue the small in- 
spon- | stitutions with less than 100 beds 
.and | “which cannot provide good, modern 
care for their patients.” 
ee to “Many of these small institutions 
insel- | are of frame construction and so 
stient § poorly built as to be fire hazards Si ™ we | 
according to modern standards,” con- ym 1922, the Swiss University Sanatorium | 
vities | tinues the statement, “or they are of has helped students from more than 40 coun- 
eo such poor design as to be unattractive tries, including the United States, both to get 
uber- | 0 patients and inefficient to operate. medical treatment and to keep up with their 
Some are located poorly for future studies. Professors from Swiss universities come 
d co- } use as any kind of hospital. They can od regularly to hold courses and seminars. Patients- 
Student those confined to their beds, lectures are trans- 
Some are of con- mitted to the rooms. There is also a 25,000-book 
hey oem Bt reasonable cost for valuable Sanatorium library and a small but well-equipped laboratory. 
ulosis | US as nursing homes or chronic dis- The sanatorium is supported by all Swiss universi- ! 
st be § ¢ase hospitals or specialized geriatric ties and two high schools. The patient pays about ‘: 
ss on 4 Mmstitutions. Whether the future one third of the total cost of treatment and care; i 
res to | Operation of these institutions after those who cannot afford to pay are helped by a 
sether Conversion should be under govern- national or an international fund. 
| ment administration or private spon- | 


International Union 


Much progress made 
at Council and committee 
meetings of IUAT in Paris 


The Council and various com- 
mittees of the International Union 
Against Tuberculosis met in Paris 
September 15-21, 1957. The delegates 
reached many important decisions 
that have prepared the way for future 
growth and development of the or- 
ganization, according to the council- 
lors and other delegates representing 
the National Tuberculosis Associa- 
tion. Dr. William M. Morgan, presi- 
dent of the NTA, headed the NTA 
delegation. 

Changes in the constitution fol- 
lowed earlier recommendations of the 
NTA Committee on International Af- 
fairs. Definite terms were set for 
executive committee members, with a 
nominating committee to make rec- 
ommendations; medical, administra- 
tive, and ad hoc committees were 
authorized and the manner of elec- 
tion specified; a coordinator of the 
medical committees was provided ; the 
Council was authorized to elect the 
president-elect and to decide time and 
place of the next conference. 

The nominating committee filled 
two vacancies in the executive com- 
mittee: Dr. Harley Williams, of Lon- 
don, replaced Dr. Andrew Morland, 
deceased ; and Dr. Hideo Kumabe, of 
Japan, replaced Professor Tevfik 
Saglam, of Turkey, who became 
president and will preside over the 
1959 conference in Istanbul. 

The membership committee ap- 
proved the National Tuberculosis 
Association of Guatemala for con- 
stituent membership in the Union. 

The program committee for the 
Istanbul conference approved more 
panels and symposia, to provide 
greater exchange of ideas. Special 
topics of interest to nonmedical work- 
ers will be included. 

Dr. James E. Perkins, managing 
director of the NTA, was appointed 
representative of the IUAT for meet- 
ings at the UN in New York, with 
F. D. Hopkins and Mrs. Antoinette 
Dunn as alternates. Dr. Perkins will 
also represent the Union at the World 
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Health Assembly in Minneapolis in 
May, 1958. 

Informative reports were presented 
from the regional committees of Latin 
America, the Near and Middle East, 
and Southeast Asia. At the Confer- 
ence of Executive Directors, held at 
the Children’s Center on the outskirts 
of Paris, Dr. Perkins and Kenneth 
Ross, NCTW president, described the 
Christmas Seal Sale in the United 
States and presented kits of materials 
to the delegates. 

The Bulletin of the Union will carry 
reports of the three half days of scien- 
tific sessions, in which Dr. Walsh Mc- 
Dermott, Dr. Theodore Badger, and 
Dr. Howard Bosworth participated, 
and reports of six other committee 
meeting in which NTA delegates par- 
ticipated. 

The Council and the committees 
will meet again in Paris the week of 
July 7, 1958, following the Common- 
wealth Chest Conference in London, 
July 1-4. 


1958 WHO Assembly 
to Meet in Minneapolis 


The World Health Organization 
will hold its tenth anniversary Assem- 
bly, and its first in the United States, 
May 25-June 14, 1958, in Minneapolis. 
Approximately 22,000 persons repre- 
senting 88 member nations are ex- 
pected to attend. 

Bringing the Assembly to this 
country has been a major objective 
of the National Citizens Committee 
for the World Health Organization, 
of which Dr. James E. Perkins, man- 
aging director of the National Tuber- 
culosis Association, is president. The 
NCC was established nearly five years 
ago to inform Americans about world 
health problems, the work of WHO 
and other agencies in attacking these 
problems, and why this work is im- 
portant to Americans. 

The NCC has scheduled several 
tours for delegates coming to and 
from the Assembly, so that they may 
see some of the public health prob- 
lems in this country and exchange 
ideas with our scientists. Two tours 
are also scheduled during the meet- 
ing—to the mining areas in northern 
Minnesota and to the Mayo Clinic. 


Verazide Tested for TB 


A new derivative of isoniazid is be- 
ing tested for its effectiveness against 
tuberculosis by a group of investigators 
in Australia, according to papers in the 
September issue of THE AMERICAN 
REVIEW OF TUBERCULOSIS AND PUL- 
MONARY DISEASES. 

The drug is called Verazide and is 
one of a group of hydrazones of 
isoniazid. The investigators are Sydney 
D. Rubbo, Janice Edgar, and Geoffrey 
Vaughan, of the University of Mel- 
bourne, who report that laboratory 
studies have proved sufficiently encour- 
aging to warrant trying the drug on 
patients. The clinical trials have been 
started in Australia and South Korea, 
but results have not been reported. 


Pulmonary Disease Clinic 


A Pulmonary Disease Clinic will be 
held in Kansas City, Kan., January 
13-14, using the clinical facilities of 
the University of Kansas Medical 
Center and the Kansas City Veterans 
Administration Hospital. The regis- 
tration fee is $30. Further informa- 
tion may be obtained from the De- 
partment of Postgraduate Medicine, 
University of Kansas School of Medi- 
cine, Kansas City 12, Kan. 


Lung Function Course 


The American Trudeau Society an- 
nounces a postgraduate course on 
“The Measurement of Pulmonary 
Function in Health and Disease,” to 
be presented at Boston City Hospital, 
March 24-28, for physicians interested 
in diseases of the chest. The tuition is 
$75. Applications and more detailed 
information may be obtained from 
the chairman of the course, Dr. Ed- 
ward J. Welch, 1101 Beacon St, 
Brookline 46, Mass. 


Nursing Scholarships 

The Eight and Forty Tuberculosis 
Nursing Scholarship Fund is offering 
$1,000 scholarships to qualified nurses 
for the 1958-59 school year. Applica- 
tions may be obtained from the 
American Legion Education and 
Scholarship Committee, Box 1055, In- 
dianapolis 6, Ind. The deadline date 
for awards is June 1, 1958. 
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Editorial 


(Continued from page 2) 


Health Service implies that although 
there may be some further extension 
of the use of BCG in this country, the 
potentialities of such use are not 
great. The actual factual statements 
in the two reports are pretty much in 
agreement: namely, that BCG is as 
safe as or safer than many other 
vaccines which have been used exten- 
sively; that such vaccination usually 
produces a certain degree of im- 
munity to tuberculosis; and that it 
eliminates the tuberculin test for fur- 
ther use in the vaccinated individual, 
since successfully vaccinated persons 
develop a positive reaction. 

There is some difference between 
the two statements with regard to the 
value of the tuberculin test. The prin- 
cipal difference is the stress in the 
Public Health Service statement that 
most cases of tuberculosis today in 
the United States are coming from 
old reactors to tuberculin, who, of 
course, are not eligible for BCG vac- 
cine. What it boils down to, in my 
opinion, is that if tuberculosis in a 
group is primarily the result of ex- 
ogenous infection, BCG is indicated ; 
if it is primarily due to endogenous 
infection of long standing, it is not. 

Unfortunately, with regard to both 
the radiation statement by the Public 
Health Service and the BCG state- 
ment by the Research Foundation, 
exaggerated interpretations have been 
given to the public. The headlines of 
many newspapers based upon a press 
telease from the United States Public 
Health Service on radiation effects 
seemed to indicate that Surgeon Gen- 
eral Leroy E. Burney was recom- 
mending that all chest X-ray surveys 
be eliminated, which, of course, was 
not what he said. Similarly, some 
public relations people have broad- 
cast letters which give the impression 
that everyone in the United States 
should be vaccinated against tuber- 
culosis by means of BCG, which, of 
course, is not the recommendation of 
the advisory committee of the Re- 
search Foundation, and if put into 
practice in this country at this time 
would be very unfortunate. 

The scales used in public health 
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Benjamin Franklin Tuberculosis Hospital, in 
Columbus, Ohio, has the first closed-circuit 
television station in the state, and perhaps in 
the country, to be used chiefly for entertainment. 
Presented to the hospital this year by the women 


TV Programs 


for 


of the Trudeau Guilds, the station sends comedy, 
quiz, and variety programs from a studio in the 
hospital to the patients in their rooms. The per- 
formers are professional and amateur entertain- 


ers who volunteer their services or sometimes 


TB Patients 


the patients themselves. When not broadcasting 
"live" shows, the circuit can pick up and trans- 


mit programs from the three local TV stations. 
Here, patients try to stump a panel of "experts" 
about the kinds of work they did before they 


became ill. 


policy decisions are not the finely 
machined instruments of precision to 
which we are accustomed in the 
laboratory. Furthermore, even the 
various weights put on the pans vary 
from time to time in their value. Thus, 
the loss of the tuberculin test, which 
is one of the principal deterrents to 
more widespread use of BCG, is given 
progressively greater weight in an 
area where exogenous tuberculous 
infection becomes progressively less 
important, since under these circum- 
stances the tuberculin test acquires 
greater diagnostic value, becomes the 
best criterion of the prevalence and 
trend of spread of tuberculous infec- 
tion in the community, and is a valu- 
able preliminary screening tool in 
case finding to reduce the number of 
chest X-rays required. Or, to take 
the question of radiation effects, 
which until very recently were con- 
sidered to be absolutely negligible 
so far as chest X-rays are concerned, 


the best available information still 
indicates that such a small amount of 
radiation as involved in the usual 
chest X-ray is relatively unimportant ; 
but it may be that as further informa- 
tion accumulates, this may be given a 
greater relative weight than we are 
inclined to give it at the present time. 

And so, inevitably, the pointer 
swings back and forth, and even with 
the same subject under evaluation, the 
pointer finally will come to rest a few 
points to the left or to the right 
according to the individual or group 
doing the weighing. Actually I am 
more impressed by the narrowness of 
the range of the final excursion of 
the needle in these statements brought 
out by responsible groups of men of 
experience than I am by the varia- 
tions. What we have to watch out 
for is the person who, through mis- 
interpretation or with an axe to grind, 
slips in a thumb on one pan or the 
other. 
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Oklahoma Executive 


Alice Porter to succeed 
the late Dr. Puckett 
as Oklahoma managing director 


Miss Alice I. Porter has been ap- 
pointed managing director of the 
Oklahoma Tuberculosis Association 
effective January 15. She replaces Dr. 
Carl Puckett, who died in September. 

Since 1953, Miss Porter has been 
associate in charge of case finding, 
Program Development Division, Na- 
tional Tuberculosis Association. Be- 
fore joining the NTA, she had been 
a health education consultant with the 
Oklahoma association and executive 
secretary of the Garfield County and 
Grant County (Okla.) Tuberculosis 
Associations. 

Miss Porter received a B.A. from 
Oklahoma State College and an 
M.P.H. from the University of Mich- 
igan School of Public Health. 


Mrs. Lizzie W. Jacobs, widow of 
Philip P. Jacobs, who served the 
National Tuberculosis Association in 
varying capacities for 32 years, died 
on November 1. 


Dr. Carrol E. Palmer, chief of 
operational research, Tuberculosis 
Program, U.S. Public Health Service, 
received the Weber-Parkes award in 
October for his work in interpreting 
tuberculin sensitivity and in tuber- 
culosis immunization. Dr. Palmer is 
the second American physician to re- 
ceive this award, which is bestowed 
every three years by the Royal Col- 
lege of Physicians, in London, for 


distinguished contributions in the 
field of tuberculosis. 


Jack Jones, formerly a health edu- 
cator with the Mahoning County 
(Youngstown, Ohio) Tuberculosis 
and Health Association, has been ap- 
pointed executive secretary of the 
Allen County (Lima, Ohio) Tuber- 
culosis and Health Association. He 
succeeds Raymon Henson, who is 
now executive secretary of the Wy- 
oming Tuberculosis and Health As- 
sociation. 


Dr. Harold S. Diehl, dean of the 
College of Medical Sciences, Univer- 
sity of Minnesota, has been appointed 
senior vice president for research and 
medical affairs and deputy executive 
vice president of the American Cancer 
Society. This is a new position, rec- 
ommended by management engineers 
following a study of the society’s 
operations. 


Dr. H. C. Jernigan, director at 
large, National Tuberculosis Associa- 
tion Board of Directors, has been 
appointed medical director of the 
Fort Staunton Tuberculosis Hospital, 
Fort Staunton, N.M. 


Dr. Clare Miller, medical director 
of the Hillcrest Sanatorium, Quincy, 
Ill., for the past 27 years, resigned 
in October. She has been succeeded 
by Dr. W. H. McCain, formerly in- 
ternist at St. John’s Sanatorium and 
Crippled Children’s Hospital, Spring- 
field, Til. 


Dr. Berwyn F. Mattison, formerly 
secretary of health for the state of 
Pennsylvania, has been appointed 
executive secretary of the American 
Public Health Association, replacing 
the late Dr. Reginald W. Atwater. 


Raymond Taylor was appointed an 
associate, Program Development Di- 
vision, National Tuberculosis Associ- 


ation, on December 15. He was for- | 
merly health education consultant, 7 
Iowa Tuberculosis and Health Asso- 
ciation, and director of health educa- 7 
tion, Sangamon County (IIl.) Tuber- 9 
culosis Association. 


Miss Anne Cannon has resigned as ! 
executive secretary of the Greene 
County (Ohio) Tuberculosis and 
Health Association to become health J 
educator for the Anti-Tuberculosis = 
League of Cincinnati. She has been § 
succeeded by Mrs. Ruth Luce, for 
many years a board member. 


Three new staff members have 
joiged the Queensboro (N.Y.) Tuber-¥ 
culosis and Health Association: Alan 
Drattell, director cf public relations; 
Harvey Finkelstein, assistant in com-§ 
munity case finding; and Blossom 
Duckler, assistant in health education. am 
Lackawanna County (Pa.) Tubercu- 
losis and Health Society, to succeed] 
John J. Gunn. Mr. Lougee had been 
assistant executive secretary of the 


Northampton County (Pa.) Tubercus 
losis and Health Society. 


Richard S. Lougee has been ap-j 
pointed executive secretary of the 


Gerald A. Rogovin has been ap 
pointed director of public relations 
for the Massachusetts 
and Health League. 


Miss Fanny Behlen has been apaj 
pointed director of the rehabilitation 
division of the New York Tuberg 
culosis and Health Association, sue 
ceeding Miss Irma Minges, 
who recently resigned. 


Miss Marguerite M. Mar- 
tin, a former public health 
nurse, has been appointed 
the first program consultant 
for the Rhode Island Tuber- 
culosis and Health Associa- 
tion. 
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